We read with great interest the paper written by Elmaci and Dönmez [2] . The authors performed a retrospective study on mild antenatal detected isolated hydronephrosis, including patients with renal pelvis antero-posterior diameter (RPAPD) ≤ 20 mm and excluding patients with associated ureteral dilation, renal anomalies, vesico-ureteral reflux, posterior ureteral valve, and SFU grade IV hydronephrosis. According to their data, a spontaneous resolution was achieved in 93% and 51% of patients with RPAPD < 10 and RPAPD 10-20 mm, respectively, with overall resolution in 71% of patients with RPAPD ≤ 20 mm. Furthermore, surgery was not required in any of their study patients. Recently, we reported our experience in pediatric p a t i e n t s w i t h n e o n a t a l l y d i a g n o s e d u n i l a t e r a l hydronephrosis due to ureteropelvic junction obstruction with poor drainage but good differential renal function at renal scan [1] . According to our experience, all patients with a RPAPD ≤ 15 mm did not require any surgical procedure and were safety conservatively managed even if they had a poor drainage at first renal scan. We are convinced that in P1, according to the urinary tract dilatation (UTD P1) grading system [3] , it is not necessary to perform any diuretic renography (DRG) aimed to evaluate the drainage as isolated hydronephrosis with RPAPD ≤ 15 mm does not have a tendency to impair the renal function or to get worse. In a different way, in our opinion, patients with a RPAPD 15-20 mm deserve to be better investigated performing DRG because it is not uncommon that they have an impairment of differential renal function during follow-up, especially in cases of poor drainage at first DRG.
Finally, we want to congratulate the authors for their stimulating original article and we hope that further evidence-based articles can be supportive in drawing up guidelines of management of isolated antenatal hydronephrosis.
